health inequities were increasing both within countries and between countnes.v" more and more governments have expressed concern with this issue and a determination to do something to reduce them. Much literature has described the inequities and the underlying reasons, but there has been less focus on what action should be taken. When announcing the formation of the Commission on the Social Determinants of Health at the 2004 World Health Assembly, the late directorgeneral ofthe World Health Organization said: "The goal is not an academic exercise, but to marshal scientific evidence as a lever for policy change -aiming toward practical uptake among policy makers and stakeholders in countries." This clearly is the key challenge in regard to health inequities.
An important aspect of the quest for practical uptake is the assessment of existing policies. This issue of the journal shows that reducing health inequities will require concerted action across many sectors. Although the health sector is likely to make only a relatively small contribution to the reduction,12 0 13 it nonethelesshasan important role to play especially in providing leadership and evidence of the relationships between health and the social environment.
There have been no recent systematicassessments of the policies of Australian health jurisdictions relating to health inequities and this paper sets out to addressthis gap. The paper describes the methods used to do this and then summarises plans and action from State,Territory and Federal governments to assess the extent to which they are recognising and addressing health inequities.
Methods
The chief health officer, chief medical officer or executive director of each Australian health department was identified as a key informant and was asked to provide the key strategic documents that they felt had been guiding their health department's strategic directions since the year 2000. This person was also asked to identify any documents or policies specifically aimed at reducing health inequities. Although initial inquiries were to this person, they or their department often nominated a delegate to provide the documents. All recommended documents were analysed.
However, in some instances additional documents were also analysed (such as a health department's annual report, Statelevel health indicator documents, or recent reviews of the health system). This was done in order to make a more detailed assessment of attention to health equity issues if this was not evident from the documents nominated by the department, or if these documents were mentioned within the documents provided and appeared relevant to the review questions. The main emphasis was on analysing documents that the health department staff felt were influencing their directions, and not on analysing the same types of docu ment for each department.
A review framework was developed to analyse documents in two main ways. First, it sought to determine whether health equity was a driving value in the docu ments,whether docu ments 218 Health Promotion Journal of Australia 2006 : 17 (3) Article used language consistent with an understanding of equity and the social determinants of health, and whether there was an explicit or implicit commitment to reduce health inequities.
Second, it considered whether commitment was reflected in general or specific actionsor plans,whether there were initiatives and a funding allocation directed at reducing health inequities, and whether there was infrastructure to support equity action (such asstaffing or tools). Initiatives targeted at the areasof early childhood or refugee health were used as indicators of the responsiveness to health equity issues because these were felt by the researchers to be issues of particular contemporary relevance.
The resulting summaries were checked with the key informant and with an 'equity-friendly policy commentator' (mostly university academics) in each jurisdiction. 
Results
This section provides results in two parts. The first section discusses the extent to which jurisdictions have made progress on addressing health inequities, as judged on the basis of the documentary evidence outlined above. A continuum of progress was identified from those jurisdictions exhibiting a strong philosophical commitment to equity and health equity and demonstrating this with concrete initiatives, to those where the strength of value commitment was less clear and where funding allocation or planned actions could be made more evident. All jurisdictions acknowledged the need for collaborative work with other sectors to improve health, and to consult with 'the community'. The second section of the results provides short summariesfor each jurisdiction, emphasisingstrengths and areas for improvement.
Thosejurisdictions whose documentation suggests that they have made the most progress in concrete action to reduce health inequities are New South Wales, Victoria, South Australia and Tasmania. Their progress is evidenced in two main ways. First, there is a commitment to health equity as a value at both State Government and health department level, with documentation explicitly using languagethat isconsistent with an understanding of the social determinants of health and health inequities. A commitment to reduce health inequities is written prominently into the values, mission, strategies and objectives in their State strategic plan and/or their health department strategic documents. In the best circumstances, the health department draws directly on the State-level plan to formulate health department priorities and targets, and then reports these back in a State progress report. Drawing on these directions to prioritise actions, there are planned and evaluated initiatives to reduce differences in health outcomes between named groups or areas and/or to address the broader social determinants of health.
Second, these jurisdictions show a commitment to re-orient the government and the health system to address equity issues more widely, and health inequities in particular, recognisingthat health is both a foundation of, and an indicator of, an economically prosperous and socially harmonious society. In these ways, both commitment to health equity and the development of concrete actions are clearly evident.
These jurisdictions are also committed to developing a wider support base and structure to address health equity. They have mechanismsto collect and report on state-wide health indicators, including indicators of the distribution of health and disadvantage that can be used in health equity targets and evaluations. They also have strategies or objectives to build capacity to better understand the causes of health inequities and to identify the most effective interventions and initiatives. They are allocating significant funding specifically to reduce disadvantage, or are redistributing funding under population-based models. Those most serious about reducing health inequities are aiming for health equity to become integrated into 'core business', and for all government initiatives and policies to be reviewed using an 'equity filter'. In some jurisdictions, their chronic disease or healthy lifestyle strategies take an equity focus that may reflect greater levels of understandingwithin these policy areas ofthe substantial burden of disease related to health inequity and the need to directly address the social determinants of health in program implementation. Furthermore, while some jurisdictions do clearly state a commitment to address health inequities, this commitment does not necessarily pervade their strategic directions or targets in such an obvious way, nor to the same extent, as the jurisdictions that have made better progress. It is also more difficult in the documents of these jurisdictions to track how ideasof equity are informing policy, initiatives,funding or measurable targets to improve health outcomes or access.
The following summaries outline specific aspects of each jurisdiction.
New South Wales
The Office of the Chief Health Officer of New South Wales (NSW) recommended a range of documents that state "equity in health" to be "a major goal for the NSW Government" and "a core value of NSW Health". Thesevalues,and a commitment to improve health for "health-disadvantaged groups", are reflected in the Planningfor the Future14 consultation documents. However, the annual report notes that the Medicare Benefits Schedule still requires more equitable distribution between localities. As with some other jurisdictions, while there is no obvious health equity documentation, the National Chronic Disease Strategy44 does include some discussionabout the social determinants of health and the importance of inclusion, strong communities and healthy environments. It also notes the disproportionate prevalence of chronic disease for certain groups, including the socio-economically disadvantaged, and hasa key principle which includes "reducing health inequalities" and a key direction of "focusing on health inequalities" in prevention and intervention initiatives. 
Discussion and Conclusion
This review of health equity policies being developed and used by Australian governments suggests that all jurisdictions have an implicit or explicit recognition of the underlying value of equity and at least some policies designed to increase health equity. After five years,a SenateSelectCom rnittee Review cou Id report on the Federal Government's progress and similar review processes should be held in each jurisdiction. In addition, the chief medical officer in each jurisdiction should report on progress to reduce inequities in their annual report. As a final comment, the authors draw attention to the conclusion of a similar study for Europe" that, at the macro level, policy makers need to work to ensure that "strategies to tackle the macroenvironmental factors feature in policy on inequalities in health, and to ensure that health becomes a prominent issuein socialjustice policy". The European Community isin the process of implementing a 'Health in All Policies'statement and Australia 
